INTRODUCTION
Cystic lesions of the pancreas include inflammatory cysts (pseudocysts), congenital cysts and neoplastic cysts. Pseudocysts, which predominate, are identified by having no epithelial lining. Neoplastic cysts represent only [10] [11] [12] [13] [14] [15] percent of all pancreatic cysts but must be carefully differentiated from pseudocysts to ensure proper management1-6. Among the different types of cystic neoplasm (Table 1) , microcystic adenoma is a benign variant. It is also called serous cystadenoma to distinguish it from the common mucinous cystadenoma, which has a malignant potential. We report two patients with serous cystadenoma of the pancreas, highlighting the use of percutaneous biopsy in its management. Ultrasound examination of the abdomen confirmed an 8cm solid mass in the left upper quadrant. CT scan showed that this mass was situated in the lesser sac; it was related to the left lobe of liver and stomach but was of uncertain origin ( Figure 1 ). An ultrasound-guided needle biopsy showed small cystic spaces linked by cells with bland nuclei and clear cytoplasm. The cells contained much glycogen but no mucin, and immunohistochemical staining confirmed their epithelial nature. A confident diagnosis of microcystic adenoma of pancreas was made. Because of the patient's age and also because the mass has remained unchanged clinically over a period of five months and appears to be causing no symptoms, no further treatment has been given. The tumour is usually solitary and limited to the pancreas, although multiple lesions have been reported in patients with von Hippel-Lindau syndrome6. Hypervascularity on angiography is said to be a characteristic feature, but it is only present in 40% of tumours and is also seen in 33% of mucinous adenocarcinomas. The combination of cytological examination with carcinoembryonic antigen and amylase assays of cyst contents may be helpful ''. The role of MRI is under investigation, but ERCP provides little additional information4.
CASE REPORTS
The distinction between microcystic (serous) and macrocystic (mucinous) adenoma may be difficult at operation. Thus both should be excised completely whenever possible, although a frozen section biopsy may permit the surgeon to avoid unnecessarily hazardous resections of microcystic tumours. Some authors suggest that asymptomatic microcystic adenomas may be observed safely, especially in elderly and high-risk patients5'7. In such cases, a reliable histopathological diagnosis is essential, and percutaneous biopsy has the potential to achieve this diagnosis non-operatively. In one of our patients, the precise diagnosis was made by ultrasound-guided needle biopsy, and this allowed operation to be 5 . Cystic endocrine neoplasm (cystic islet cell tumour) 6 . Cystic degeneration of pancreatic adenocarcinoma (very rare) avoided in an elderly patient with minimal symptoms. We have found only one other case of microcystic adenoma diagnosed by percutaneous biopsy1U.
Perhaps operation could have been avoided in the second patient also, though this tumour was causing some pain.
The choice of operation depends on the location of the tumour and its relationship to adjacent structures. Internal drainage and marsupialization should be avoided. Complete resection prevents the chance of recurrence from remnants of secretory epithelium, and its long-term results are excellent4.
